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This paper discusses a health promotion intervention, which set out to develop local 
capacity to address chronic disease risk factors in a remote Australian community. 
Community focus groups, and researcher and community discussions, aimed to 
determine the community’s health concerns and build a partnership for community 
action. The journey from conception to reality was difficult for a number of reasons that 
are described here. Despite these difficulties, a range of outcomes included the 
establishment of an organizational structure that involved a local health promotion 
committee as the principal decision-maker, the establishment of a grants scheme to 
support locally determined initiatives and the formal incorporation of a community 
Health Promotion Committee(HPC) that ensured the sustainability of activities beyond 
the funded project period. The HPC is currently still coordinating health promotion 
activities. The promotion of community-ownership of health promotion activities is a 
complicated process; given that time, resources, expertise and community involvement 
require a much longer-term commitment than that currently imposed by many funding 
bodies. 
Key words: Community action; Community development; Health promotion; Rural 
 
The health status of Australians living in rural and remote areas is often poorer than that 
of urban residents, which is reflected in higher hospitalization and mortality rates, and 
the reduced use of some services (AIHW, 2004). Additionally, the prevalence of 
‘overweight’ and smoking generally rises with increasing rurality (AIHW, 2005). Death 
rates from coronary heart disease were 10% higher in areas outside Major Cities and 
30% higher in Very Remote areas (AIHW, 2005). Factors contributing to health status 
disparities include restricted access to care and a higher prevalence of risk-related 
behaviours, for example, smoking and alcohol misuse (AIHW, 2005). 
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In view of the increased awareness regarding the need for comprehensive 
community strategies for health behaviour change, there has been a growing interest in 
community interventions for health promotion (Sorensen, Emmons, Hunt, & Johnston, 
1998). However, in order to improve their quality it is vital that such interventions are 
evidence-based (Nutbeam & Bauman, 2006). 
We describe a community intervention that involved a consortium of University 
and non-Government organizations. The aim of the project was to build local capacities 
to address factors that increase the risk of chronic disease, particularly cardiovascular 
disease (CVD), type 2 diabetes and cancer, in ways that would be appropriate to the 
Community. 
This paper describes the difficulties in establishing processes and organisational 
structures in a community with very different agendas, and a funding body with high 
expectations about outcomes in view of the duration of project funding. 
 
The Context 
 
The Partnership was a co-operative initiative between the community and Public Health 
researchers and practitioners from three Queensland Universities, the Health 
Department and a not-for-profit organisation. 
The intervention community was classified as “remote” because it had “very 
restricted accessibility to goods, services and opportunities for social interaction” 
(Department of Health and Aged Care, 1999). During the past decade, the district had 
experienced a decline in a number of major industries, producing higher unemployment 
and the departure of people from the area. 
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Needs Assessment 
The initial organization of the project involved community focus groups and forum. 
From 1992 to 1995, cancer, coronary heart disease and other circulatory conditions were 
responsible for 25%, 23%, and 35% of deaths respectively (Department of Health and 
Ageing, 2000). In keeping with the community development mandate, the community 
defined its own health priorities; focus group data collected from 45 community 
members identified the need to address physical inactivity, nutrition, social activity and 
the enhancement of infrastructure links. The emphasis on these factors, as determinants 
of the previously mentioned health conditions, was consistent with the morbidity and 
mortality data; and corresponded with the population groups at risk of health problems 
identified by that data. 
 
Project Management 
From the outset, project management issues were major areas of concern. Project 
management was divided between Brisbane, and to a lesser extent, the community. 
This, in part, was a requirement of the funding body to ensure University and 
community collaboration. However, it was a challenge to link community needs, 
priorities and management with an overarching university role. 
The principal University team, who set up the joint venture and employed the 
first community-based project manager, left the project early in its development; as did 
the first project manager. A new University project team, the Brisbane-based Health 
Promotion Advisory Group (HPAG), was established and a search for a project manager 
commenced. The preference to recruit a qualified project manager, residing locally, or 
willing to relocate, caused a delay in filling the position for a second time. 
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Following an initial six-month period of community consultation, a local Health 
Promotion Committee (HPC) was established as the key community action vehicle for 
the facilitation of locally relevant health promotion activities. A workshop was held 
with 32 members of the community to explore their perception of health concerns; and 
to generate ideas and priorities for the project. Participants included representatives of 
the Shire Council, Rotary, local businesses, local health services, recreation groups and 
educational institutions. The HPC members were recruited in collaboration with the 
new project manager, based on local knowledge regarding who was active in 
community enterprises. Included were volunteers from various community groups, for 
example, teachers, acknowledged community leaders and council members, with a 
locally elected chairperson (the town’s mayor). The mayor was later replaced by the 
proprietor of a local business. The composition of the HPC changed during the project 
according to the ability of members to commit and the nature of the expertise required 
at different stages of the project. The HPC was provided with ‘best-practice’ advice and 
support from the Brisbane-based Health Promotion Advisory Group (HPAG) and the 
Brisbane-based Evaluation Group (EG). The EG designed and oversaw the evaluation 
methodology. Figure 1 presents the organizational structures and links within the 
Partnership. 
 
Figure 1: The Partnership’s Organizational Structure 
FIGURE 1 here 
 
The HPC developed their own governance documents that defined the protocols 
and roles of key personnel who were responsible for coordinating local health 
promotion efforts and facilitating the functioning of the HPC. The HPC’s Chairperson 
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worked closely with the local Secretariat to facilitate decision-making, internal 
communication and collaboration with the project’s partners. Project staff in Brisbane 
included a part-time Project Coordinator, who provided day-to-day support for the 
project’s locally based Secretariat and facilitated communication between partnership 
members; and a part-time Evaluation Coordinator, who managed the evaluation 
activities. As the project progressed, advisory and evaluation functions were integrated 
at joint three monthly meetings. 
The implementation strategies included the establishment of the organizational 
structure to deliver the health promotion activities, the ‘Think Healthy’ Grants Scheme 
to fund locally identified health promotion initiatives, and the dissemination of the 
Partnership’s health promotion initiatives. 
During the final six months of the project, all project responsibilities were 
devolved to the local HPC, which continued its role as a health promotion vehicle 
within the community. The ‘Think Healthy’ grants scheme was one of the mechanisms 
used to implement locally identified activities, and is still operational because it is 
community-based and has a local coordinator who is dedicated to the project. 
 
The ‘Think Healthy’ grants scheme 
The ‘Think Healthy’ grants scheme commenced in the first quarter of 2001 as one of the 
main initiatives of the HPC. It was based on ideas used in the ‘Finland on the Move’ 
and ‘Fit for Life’ projects, which aimed to stimulate local physical activity initiatives in 
Finland (Vuori, Paronen, & Oja, 1998). The HPC controlled the budget ($150,000), and 
developed guidelines for the scheme and for assessing the community groups’ 
submissions. The assessment process ensured that assistance was available to 
community groups when they were developing ideas for projects. 
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Over the two years of the project, 29 locally generated health promotion 
initiatives were funded through the ‘Think Healthy’ grants scheme. Table 1 outlines a 
selection of health promotion initiatives and the health determinants targeted. As the 
overall project was in its first year, many of the outcomes are provisional and reflect 
introductory interventions. 
 
TABLE 1 here 
 
Communication strategy 
A communication strategy was developed to raise awareness of the partnership’s 
activities and to motivate involvement in the project’s health promotion activities. 
These activities included: 
 
• a Partnership Newsletter, distributed monthly to members of the partnership and 
other interested parties; 
• announcements about the project’s activities in the regional newspaper; and 
• conference presentations to health and academic sector audiences. 
 
Evaluation framework 
Baseline quantitative information included a rapid epidemiological assessment and a 
Computer Assisted Telephone Interview (CATI) survey. Selected findings of the pre-
and post-intervention survey, and the qualitative analysis of the role of the regional 
newspaper, are presented. An initial community survey was undertaken mid-2000 in the 
intervention community (IC) (1010 respondents) and a comparison community (CC) 
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(1031 respondents – matched for age, gender and income) using a CATI survey. Survey 
items included: 
 
• knowledge of health programs within the local area; 
• levels and types of physical activity; 
• food consumption; 
• perception of health; 
• height and weight; and 
• socio-demographic characteristics. 
 
As a requirement of the funding body, a repeat survey was conducted mid-2002 with 
1063 IC and 1036 CC respondents. Additional items in the follow-up survey included 
questions about the perceived physical environment, health program recognition and 
partnership-specific activities. 
Over time, there were no changes in chronic disease risk factors in either 
community. At each data collection point, approximately 50% of respondents reported 
participating in sufficient physical activity (150 minutes of moderate activity within the 
past week). The follow-up survey found that recall of health programs generally, and of 
the partnership-specific activities was 55% and 48% respectively in the IC. For the CC, 
recall of health programs generally was 30% and for partnership–specific activities, 2%. 
These findings are consistent with the media coverage data collected from the 
intervention community’s regional newspaper. 
This newspaper provided publicity for the project’s activities in the form of 
pictorials of partnership staff with key community members and partnership-specific 
health promotion activities. Content analysis assessed the extent to which health issues 
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were being identified in the IC and how often partnership-specific activities were 
reported. 
Partnership activities received mention in approximately 33% of the newspapers 
reviewed at the mid-point and end-point of the project. During the project, cancer, CVD 
and type 2 diabetes were the most commonly reported chronic diseases; physical 
activity and nutrition were the most commonly reported themes of risk factor-related 
articles and unemployment was the most commonly reported social issue. 
 
Theoretical considerations 
 
The advantages of community interventions are that they address the social and 
environmental conditions that contribute to and maintain chronic disease problems; 
target all age groups; embrace both primary and secondary prevention principles; and 
contribute to the prevention of excess risk (Sorensen et al., 1998). The new generation 
of community interventions has expanded on Rothman’s concepts of locality 
development, social planning and social action (Minkler & Wallerstein, 1997) to 
incorporate the key concepts of community development such as community 
participation, problem-solving and leadership (Kahn, 1982; Goodman et al., 1998; 
Hawe, King, Noort, Jordens, & Lloyd, 1999; Labonte & Laverack, 2001; Butterfoss & 
Kegler, 2002; Labonte, Woodard, Chad, & Laverack, 2002; Norton, McLeroy, Burdine, 
Felix, & Doresy, 2002). This project used such a participatory model. 
The project was informed by Labonte and Laverack’s (2001) framework for 
building the capacity to manage community health promotion. In keeping with their 
structure, the key vehicles for capacity building within this community were: 
 
Community capacity building for health promotion 
10 
• community participation and resource mobilization; 
• the development of local leadership; 
• the building of an empowering organizational structure; 
• the strengthening of links with organizations; 
• the creation of equitable relationships with outside agents; and 
• increasing the community’s control over the management of the health promotion 
activities. 
 
The implementation strategies were based on a community development framework in 
which the following were vital components: 
 
• building the infrastructure to deliver health promotion programs; 
• building partnerships and organizational environments so that programs are 
sustained; and 
• building a problem-solving capacity within the community (Kahn, 1982; Minkler 
& Wallerstein, 1997; Goodman et al., 1998; Hawe et al., 1999; Labonte & 
Laverack, 2001; Butterfoss & Kegler, 2002; Labonte et al., 2002; Norton et al., 
2002). 
 
What can be learned from this case? 
The experience of this project has implications for funding bodies, researchers, and 
practitioners, as well as for work-force development. For funding bodies, the principal 
lesson is that a two-year time-frame, where performance indicators of success include 
chronic disease risk factor behavioural objectives, is unrealistic. The short time-frame 
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for this project challenged the principle that community development programs should 
be delivered over a number of years (Wallerstein, Sanchez, & Velarde, 2005). 
The funding body required a combined university – community management of 
the project. The objectives for the project were established by the funding body; and the 
management structure, because of the requirements of the funding body, was unwieldy. 
This was the first large-scale project sponsored by the funding body. 
For the researchers and practitioners involved, a number of issues emerged. The 
organizational structure of the project, particularly the use of committees and project 
coordination distant from the community, was problematic. This project relied heavily 
on the effective functioning of the local HPC and Secretariat as the key local action 
structures. Although difficult to achieve in rural and remote communities, it is likely 
that the availability of ‘expert-led’ local committees within the community, is a more 
effective model. For example, the ‘10,000 Steps Rockhampton’ project had access to 
relevant expertise through the university sector (Brown, Eakin, Mummery, & Trost, 
2003). 
As mentioned earlier, leadership-staffing issues negatively affected the project, 
and the position of project manager was central to building trust with the community. 
With regard to work-force development, Labonte and Laverack (2001) state that 
competency is enhanced by providing training and leadership opportunities for 
participants. In keeping with this philosophy, the project manager was given 
professional development opportunities that included: 
 
• attendance at conferences relevant to the partnership;  
• mentoring activities provided by members of the consortium; and  
• attendance at meetings of the combined advisory and evaluation groups. 
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With regard to the development of volunteers and community and HPC members, the 
project manager provided support to prospective applicants of the ‘Think Healthy’ 
Scheme, helping them to focus on the aims, anticipated outcomes, and the evaluation 
and reporting requirements. Additionally, skill development was provided in the form of 
grant submission-writing workshops and network development. 
The selection of competent program managers and project officers and the 
development of their skills are crucial. Generating community commitment requires 
months or years of ongoing commitment on the part of community workers and 
organizations. Networking with other organizations is central to projects like this one 
and valuable to other community work conducted by the members within these 
networks. The Health Department locally became an important partner in supporting the 
project manager. Networking took some time to develop, and at the conclusion of the 
two-year period was still evolving. However, a range of organizations was involved 
with the activities of the project and these links demonstrated the reach of the project 
within the community, they included: 
 
• The Community Council; 
• The Shire Council; 
• The Aged Care Facility; 
• The Family Support Centre; 
• The Community Development Association; 
• Sporting Clubs; 
• Schools; and 
• Parents and Citizen’s Associations. 
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The project team would encourage members of community development partnerships to 
network outside their committee membership; this allows the forging of links with other 
organizations, an important benefit of community participation. Community 
development literature states that the benefits of community membership should be 
maximized in order for members to remain satisfied with the work of the committees 
(Butterfoss & Kegler, 2002; Norton et al., 2002). 
Ultimately, there are real issues about whether a community has the desire or 
capacity to sustain a project of this nature. While there is often a sense of ‘top-down’ 
initiation in ‘demonstration’ projects of this nature, it is essential to facilitate local 
influences on decision–making early in the formation stages of community development 
partnerships, as this is likely to foster member satisfaction and commitment. In this 
project, every effort was made to progress towards a ‘bottom-up’ approach with 
increased capacity within the community to support community and cultural change 
(Labonte et al., 2002; Labonte & Laverack, 2000). At some time during the process of 
community development and sustainability, the community must want to drive the 
process. This can be facilitated by the development of a positive organizational climate 
within the community, so that local volunteers perceive that the benefits of participation 
outweigh the costs after the project funding ends (Butterfoss & Kegler, 2002; Norton et 
al., 2002). 
At the conclusion of the first three years of the project, initiatives that could 
further develop capacity were emerging. The project has continued with local support; 
and capacity-building has been much more effective, in part, because of local 
management. 
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Conclusion 
 
Projects of this nature rely heavily on the effective functioning of local community 
action structures, such as local health promotion committees with volunteer workers. 
Other important community development factors include competent community 
leadership, shared decision making, linkages with other organizations and a supportive 
environment. Recognizing the complexity of such approaches and the time required to 
develop and sustain community-based interventions is central to achieving positive 
outcomes. Future research should investigate how projects that follow all of the 
necessary processes and procedures for program development and still emerge with a 
less than satisfactory starting point, might traverse the many challenging issues that 
emerge in ‘real’ communities. The literature clearly identifies a range of strategies for 
engaging a wide network of organizations and agencies in the community and on 
sustaining local enthusiasm for community-initiated health promotion strategies.  
Nevertheless, despite what we know in theory about the implementation of health 
promotion strategies, this is a challenging enterprise in communities with other 
priorities. 
Community capacity building for health promotion 
15 
Acknowledgments 
The role of all those who contributed to this project is gratefully acknowledged. The 
project was funded by Health Promotion Queensland, Queensland Health. 
Community capacity building for health promotion 
16 
References 
Australian Institute of Health and Welfare (AIHW). (2003). Rural, regional and remote 
health: a study on mortality. (AIHW Cat. No. PHE 45). Canberra: AIHW. 
Australian Institute of Health and Welfare (AIHW). (2004).  Australia's Health 2004, the 
ninth biennial health report of the Australian Institute of Health and Welfare, 
(AIHW Cat. No. AUS 44). Canberra: AGPS. 
Australian Institute of Health and Welfare (AIHW). (2005). Rural, regional and remote 
health—Indicators of health. (AIHW Cat. No. PHE 59). AIHW (Rural Health 
Series no. 5), Canberra: AIHW. 
Brown, W. J., Eakin, E., Mummery, K. & Trost, S. G. (2003). 10,000 Steps 
Rockhampton: establishing a multi-strategy physical activity promotion project 
in a community. Health Promotion Journal of Australia, 14(2), 95-100. 
Butterfoss, F. D. & Kegler, M. C. (2002). Toward a comprehensive understanding of 
community coalitions: Moving from practice to theory. In R. J. DiClemente, R. 
A. Crosby, M. C. Kegler, (Eds.), Emerging Theories in Health Promotion 
Practice and Research: Strategies for improving Public Health (pp. 157-93). 
San Francisco: Jossey-Bass. 
Department of Health and Ageing. HealthWIZ. http://www.healthwiz.com.au (accessed 
20th June 2000). 
Goodman, R. M., Speers, M. A., McLeroy, K., Fawcett, S., Kegler, M., Parker, E., et al. 
(1998). Identifying and defining the dimensions of community capacity to 
provide a basis for measurement. Health Education and Behavior, 25(3), 258-
278. 
Hawe, P., King, L., Noort, M., Jordens, C. & Lloyd B. (1999). Indicators to Help with 
Capacity Building in Health Promotion. Sydney: NSW Health Department. 
Community capacity building for health promotion 
17 
Information and Research Branch, Department of Health and Aged Care & National 
Key Centre for Social Applications of Geographical Information Systems, 
University of Adelaide. (1999). Measuring Remoteness: 
Accessibility/Remoteness Index of Australia (ARIA). Occasional papers: New 
Series no. 6. Canberra: Department of Health and Aged Care. 
Labonte, R. & Laverack, G. (2000). A planning framework for community 
empowerment goals within health promotion. Healthy Policy Plan, 15(3), 255-
262. 
Labonte, R. & Laverack, G. (2001). Capacity building in health promotion, Part 1: for 
whom? And for what purpose? Critical Public Health, 11(2), 111-127. 
Labonte, R., Woodard, G., Chad, K. & Laverack, G. (2002). Community capacity 
building: a parallel track for health promotion programs. Canadian Journal of 
Public Health, 93(3), 181-182. 
Minkler, M. & Wallerstein, N. (1997). Improving health through community 
organisation and community building. In K. Glanz, F. M. Lewis, B. K. Rimer, 
(Eds.), Health behavior and Health Education: Theory, Research and Practice 
(pp. 241-69). San Francisco: Jossey-Bass. 
Norton, B. L., McLeroy, K. R., Burdine, J. N., Felix, M. R. J. & Doresy, A. M. (2002). 
Community Capacity: Concept, Theory, and Methods. In R. J. DiClemente, R. 
A. Crosby, M. C. Kegler, (Eds.), Emerging Theories in Health Promotion 
Practice and Research: Strategies for improving Public Health (pp. 194-227). 
San Francisco: Jossey-Bass. 
Nutbeam, D. & Bauman A. E. (2006). Evaluating health promotions in a nutshell. 
North Ryde, NSW: McGraw Hill. 
Community capacity building for health promotion 
18 
Sorensen, G., Emmons, K., Hunt, M. K., & Johnston, D. (1998). Implications of the 
results of community intervention trials. Annual Review of Public Health, 19, 
379-416. 
Vuori, I., Paronen, O., & Oja, P. (1998). How to develop local physical activity 
promotion programmes with national support: the Finnish experience. Patient 
Education and Counseling, 33(1Suppl), S111-119. 
Wallerstein, N., Sanchez, V. & Velarde, L. (2005) Freirian praxis in health education 
and community organizing: a case study of an adolescent prevention program. In 
M. Minkler (Ed.), Community organizing and community building for health (pp 
218-239). New Brunswick, N.J.: Rutgers University Press. 
 
Mary-Louise Fleming  
DipTeach, BEd QUT, MA OHIO S, PhD Qld 
Head of School of Public Health 
Queensland University of Technology 
Kelvin Grove 4059 Qld 
AUSTRALIA 
E-mail: ml.fleming@qut.edu.au 
 
Helen Higgins 
BOccThy(Hons) Qld, PhD QUT 
School of Public Health 
Queensland University of Technology 
Kelvin Grove 4059 Qld 
AUSTRALIA 
Community capacity building for health promotion 
19 
 
Neville Owen 
BA(Hons) UNSW, PhD UWA 
Cancer Prevention Research Centre  
School of Population Health 
Level 3, Public Health Building 
The University of Queensland 
Herston Road 
Herston Qld 4006 
AUSTRALIA 
 
Alexandra Clavarino 
BSocWork UQ, BA (Hons 1) UQ, PhD UQ 
School of Population Health 
Level 2, Public Health Building 
University of Queensland 
Herston Road 
Herston, QLD 4006 
AUSTRALIA 
 
Wendy Brown 
BSc(Hons) Birmingham, GradDip PhysEd, MSc Loughborough, PhD Newcastle, 
FASMF 
School of Human Movement Studies 
The University of Queensland 
Community capacity building for health promotion 
20 
Brisbane QLD 4072  
AUSTRALIA 
 
Jacqui Lloyd 
Tropical Public Health Unit 
Queensland Health 
Qld 
AUSTRALIA 
 
Trish Gould 
BA, MA(Hons) Auckland 
School of Public Health 
Queensland University of Technology 
Kelvin Grove 4059 Qld 
AUSTRALIA 
 
Correspondence to MaryLou Fleming 
 
